you extend it." The number of elderly people is continually increasing in the developing nations owing to evolving age structure. These trends are appearing in many countries including India.
Introduction
In the words of Seneca, "old age is an incurable disease." However, more recently, Sir James Sterling Ross commented "you do not heal old age, you protect it, you promote it and Health status is an important factor that has a significant impact on the quality of life. Many health problems are known to increase with age. [4] From the morbidity point of view, studies had shown the prevalence of morbidities in elderly people to be ranging from 31% to 80% in various parts of India. [3, [5] [6] [7] The challenge in the 21st century is to delay the onset of disability and ensure optimal quality of life for older people.
Aging results in a generalized deterioration of the most vital organs and systems, thereby leading to a lesser effectiveness in physiological functions. This decline accompanies an increase in risk factors that leads to various diseases. A decrease in bone mass causes osteoporosis and fractures; cartilage degeneration causes musculoskeletal problems; muscle loss causes functional weakness; a decline in immune function leads to increases in infections and cancer; and decline of cognitive function and dementia occurs because of increased neuronal degeneration.
Many factors, such as attribution of ill health to aging, low economic status, and negative attitude of health workers toward the care of the elderly people, play a role in the delay of health care-seeking behavior in the elderly population. [8] [9] [10] The government should ensure effective planning of health-care services for the elderly people and prepare a feasible design relevant to the country needs for implementing the plan. The problems related to the aging of the population are that of inadequate facilities for medical treatment and of providing economic and social support; hence, information on the morbidity profile and health-care support of this population is necessary for planning their health-care facilities.
So, this study was planned with the objectives to study the sociodemographic characteristics, morbidity pattern, and pattern of health-care support among the elderly people in urban area of Bhopal (Madhya Pradesh, India).
Material and Methods
This community-based descriptive cross-sectional study was carried out among elderly people aged older than 60 years residing in the field practice area of urban health training centre (UHTC) of a medical college in Bhopal. The study was carried out from May to August 2014. UHTC caters the population of 14,597 in its field practice area comprising five localities namely Satnami Colony, Indrapuri "C" Sector, Labour Colony, Piplani Quarters, and Ramnagar with approximately equal populations. For deciding the sample size, to test the questionnaire, and for checking the feasibility, a pilot study was carried out in March 2014 in which the prevalence of musculoskeletal discomfort among 35 study participants was found to be 74.2%. On the basis of this prevalence, sample size was determined to be 134. So, it was decided to include 150 study subjects in the study. After the pilot study, necessary revisions were made in the pro forma. In the study, those who were aged 60 years and older were considered as elderly and the study subjects included elderly men and women. The study sample was obtained using simple random sampling method. In the five localities catered by UHTC, 30 elderly people were selected from each one. Each locality was divided in three parts with equal population (approximately). For each part, one house was selected randomly. Starting from this house, every nearest next house was surveyed until 10 subjects were enrolled for the study. A similar procedure was applied in the remaining parts of the area.
The study variables included were age, religion, occupation, education, socioeconomic status, type of residence, type of family, marital status, present and past illness, place of treatment, person taking health care and bearing expenses toward it, and financial support.
Data Collection
Ethical clearance was obtained from institutional Ethics Committee. The objective of the study was explained to participants and informed consent taken. The data were collected with the help of interview technique using predesigned and pretested questionnaires by house-to-house visits. The interview was carried out in the local language. The detailed history of sociodemography was taken along with present and past illness followed by thorough clinical examination and necessary investigations of study subjects. The available health records were also reviewed. Care was also taken to ensure privacy and confidentiality of the interview as part of the study.
For statistical analysis, descriptive statistics used were percentage, mean, and standard deviation (SD). All the analysis was carried out using Microsoft EXCEL.
Results
Totally, 150 elderly subjects were included in the study. Of the 150 subjects, 64 (42.66%) were women and 86 (57.33%) men. The mean age of men was 68.66 ± 6.473 years and that of women was 67.97± 6.300 years. Majority of the study subjects (77.3%) were in the age group of 61-75 years. Table 1 shows the sociodemographic characteristics of the study population. In this study, 73.4% women and 91.9% men were married; 37.5% women were illiterate when compared with 10.5% illiteracy in men. Among the literate men, 48.8% were graduates, while only 10.9% women were graduates. In our study, majority (92.7%) of the elderly were Hindu by religion. Around 48% of the elderly people belong to middle class and 38% to upper-lower class according to modified Kuppuswami scale. Table 2 shows the pattern of the health-care support received by the study subjects. Most of the elderly (35.3%) received treatment for their morbidities from the government hospitals, while 26.7% received it from private clinic/ hospital. For 40% of the elderly, the health-care expenses were borne by their children. Among women, 50% received health-care expenses from children, while 44.2% of men had their healthcare expenses borne by their own savings. Regarding health insurance, 14% of the elderly population possessed it to bear the expenses. Children were bearing health care in 58% of the study subjects, while, in 23.3%, it was taken care by the spouse. Fifty percentage of the study subjects were dependent on their children for the financial support, and 36.7% elderly people were independent for their financial support.
Presenting complaints of the elderly study subjects were shown in Table 3 . Of the 150 study subjects, 98 (65.3%) were presenting complaints and morbidity, while 52 (34.7%) study subjects were normal. The most common presenting complaint was fatigue (48.7%) and backache (35.3%), followed by pain in calves (30.7%), watering of eyes (26%), itching (24%), and headache (17.3%). Among men, fatigue (37.2%) and watering of eyes (31.4%) were the major presenting complaints, while in women, fatigue (64.1%) followed by backache (43.8%) were major presenting complaints. Table 4 shows the morbidity profile of the study subjects. Obesity (39.3%) followed by hypertension (24.7%), diabetes (18.7%), and uncorrected refractive error (18%) were chief morbid conditions among the elderly subjects. Proportion of hypertension was higher in women (35.9%) when compared with that of in men (16.3%). In addition, the obesity was more common in women (51.6%) when compared with men (30.2%).
Discussion
This study was carried out to identify the sociodemographic characteristics, morbidity pattern, and pattern of health-care support among the elderly people in urban area of Bhopal, Madhya Pradesh, India. Of the 150 elderly, majority were men (57.3%), as was also seen in the studies by Garg et al. [11] in Meerut and Mehrotra et al. [12] in Agra, where they had 62.27%, 53.4% men respectively. [11, 12] In this study, illiteracy among the elderly women was 37.5% and in elderly men 10.5%. The majority of elderly women had completed only education up to intermediate, whereas a majority of elderly men were graduates. These findings were similar to those observed by Thomas et al. [13] in a study carried out in Andhra Pradesh. Gurav and Kartikeyan [14] in their study noted that 58.76% of men and 22.85% of women had completed education up to secondary level.
In this study, most of the study subjects (52%) were belonging to low socioeconomic status, followed by middle class. Various studies have reported the similar socioeconomic status. [15, 16] In this study, it was found that most of the elderly people received the health care from the government hospitals (35.3%) when compared with the private clinics (26.7%). In addition, it was found that, in most (40%) of the elderly people, the health-care expenses were borne by their children, which was found to be similar to the findings of Sharma et al., [6] Chinnakali et al. [16] , and Thomas et al., [13] who found government facilities as the most common source of health care. [6, 16] However, according to the [2005] [2006] National Family Health Survey (NFHS) and District-Level Household Survey (DLHS) data, private facilities are more utilized compared with government facilities. This difference might be because of higher proportion of study subjects belonging to lower socioeconomic status. In this study, it was found that, in most of the elderly people, the health care is done by children (58.0%) and about 73.3% elders are living with their children and 22.7% were living with their spouse alone. The study by Srivastava and Mishra revealed that the majority of the elderly people were found living with their spouse and other members. [17] One of the major social problems faced by the elderly was the high levels of economic dependence on others, especially for women. Owing to illiteracy, women are in more critical situation compared with men. [3] According to situation analysis of elderly in India, about 65% of the aged people had to depend on others for their day-to-day maintenance. Less than 20% of elderly women but majority of elderly men was economically independent. Among economically dependent elderly men, 6%-7% were financially supported by their spouses, almost 85% by their own children, 2% by grandchildren, and 6% by others. Of elderly women, less than 20% depended on their spouses, more than 70% on their children, 3% on grandchildren, and 6% or more on others including nonrelatives. [3] In this study, 36.7% of the elderly people were found financially independent and 50% found dependent on their children, which was similar to the findings of Thomas et al. [13] This is also as shown by Gupta et al., [18] based on the 1994-1995 Human Development Indicator Survey data, where about 76% of the women and 42% of the men were supported by their family. [18] Regarding the presenting complaints and morbidity, it was found that most of the study subjects were suffering from musculoskeletal, ophthalmic, and cardiovascular problems. These findings were similar to those observed in various studies carried out in India. [7, [19] [20] [21] In this study, the most prevalent morbidity was obesity (39.3%), followed by hypertension (24.7%), diabetes (18.7%), uncorrected refractive error (18%), cataract (12%), and arthritis (12.8%). The morbidity proportions in this study were lower when compared with that observed by Thomas et al. in Andhra Pradesh, hypertension (46.7%), In addition, it was lower in comparison with the findings of Prakash et al. [7] This difference might be contributed to comparatively less mean age involved in this study.
Conclusions
This study carried out among elderly study subjects in urban area of Bhopal documented the higher load of morbidity. A high prevalence of obesity, hypertension, diabetes, arthritis, and cataract were identified. It also highlighted that economic independence and use of social security measures among the elderly people is very less. Study showed that, although most of the elderly received treatment services from government hospital, there is major group receiving it either from private or not receiving the treatment. On the basis of these findings, it can be recommended that there is a need to develop geriatric health-care services. Financial assistance and social security schemes are needed to enhance the economic independence and utilization of the available health-care facilities.
